Pterygium must be removed if its inward growth threatens to impair vision; removal is also sometimes necessary for mechanical or cosmetic reasons. The recurrence rate may be as high as 30 to 50 per cent. I965) and, since such recurrences present a major surgical problem, it is important to succeed at the first attempt.
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I have been using the technique of McGavic (I949) with minor modifications for the past 7 years and there have been hardly any recurrences although pterygium is so prevalent in this part of the world. McGavic originally advocated his technique for recurrent cases, but I prefer to use it at the first operation, as the method is quite safe, there is minimal postoperative discomfort, and healing is complete after only 2 weeks. In cases of recurrence the same technique may be supplemented with beta irradiation in the immediate postoperative period.
Technique
After appropriate anaesthesia, the pterygium is seized with plain forceps about 4 mm. from the limbus and horizontal incisions are made in the bulbar conjunctiva with spring scissors, cutting down to the sclera along the upper and lower borders of the pterygium away from the limbus for I2 mm. towards the canthus. Between these two incisions the pterygium is carefully dissected off the sclera with the help of blunt-pointed scissors. The apex of the pterygium is then held at its tip by toothed forceps (or by passing a stay suture through it) and is shaved completely off the cornea with a sharp cataract knife or Tooke's knife, taking care that no pterygium tissue and blood vessels are left behind. The pterygium is now held vertically taut and fine dissection is carried out to excise the whole of the subconjunctival tissue as far as the canthus. This tissue underlying the whole extent of the pterygium should come off in one triangular piece (Fig. i) . The apex of the pterygium and about 3 mm. of its body are then excised so that an area of sclera about 5 mm. wide becomes bare. The reflected conjunctiva is stroked back into position and the edges of the horizontal incisions are secured by two interrupted stitches of ooo black silk. The free edges of the conjunctival flap are then anchored firmly to the sclera with interrupted conjunctivo-scleral sutures of ooo ooo black silk at intervals of I mm. (Fig. 2) . Care is taken to include only the superficial layers of the sclera in the stitches.
Atropine and antibiotic drops are instilled and a pad and bandage are applied. Dressings are done daily. The conjunctivo-conjunctival sutures are removed on the fifth and the conjunctivoscleral stitches on the tenth postoperative day. (Stallard, 1958) , and subsequent dissection in recurrent cases is difficult. Moreover, the procedure may at times lead to the unsightly appearance of a thick lump at the site of the transplantation. It is therefore surprising that this procedure is still being widely practised.
The recurrence rate after a simple excision is much higher, but it is often used in combination with postoperative x or beta irradiation (Hilgartner, Wilson, and Wilson, 1948; King, I950;  Gibson, I95I; Mead and Robertson, 1957; Lentino, Zaret, Rossignol, and Rubenfeld, 1959; Pinkerton, i962; Cameron, 1965) . This method is dangerous as even beta irradiation correctly used may damage the ciliary body and the lens. I reserve irradiation for recurrent cases and never recommend it as part of a primary procedure.
The operation described by McGavic (I 94) is certainly much safer and gives very good results, but I make the horizontal incisions much longer than hitherto practised, as this greatly facilitates the subsequent dissection of the subconjunctival tissue underlying the pterygium.
As the primary focus of activity lies in the connective tissue (Kamel, 1 946; D'Ombrain, 1948) , total extirpation of this tissue is bound to be effective, but this step may be omitted if the pterygium is stationary and very thin and avascular, provided the paralimbal area of sclera is kept bare and the free margins of the conjunctiva are stitched to the sclera. The paralimbal scleral area is left bare to give the raw corneal surface time to heal before the conjunctiva grows up to the limbus again. If the conjunctiva is drawn right up to the limbus after any type of pterygium operation there is a danger that the free edge of the conjunctiva may adhere to the raw corneal surface with consequent early recurrence. In my experience the additional step of stitching the free margins of the bulbar conjunctiva to the superficial layers of the sclera help to prevent recurrence; these conjunctivo-scleral stitches should be placed at intervals of Imm. to achieve the best effect.
Summary
The extreme diversity of surgical methods for the treatment of pterygium suggests that all are to some degree unsatisfactory. McGavic's method has proved to be very effective, and the following suggestions are made: (i) The method should be used routinely as a primary procedure; (2) Horizontal incisions in the bulbar conjunctiva should be made much longer to facilitate dissection of the subconjunctival tissue underlying the whole extent of the pterygium.
(3) Stitches to anchor the free edges of the bulbar conjunctiva to the superficial layers of the sclera should be placed at intervals of i mm.
